Spigelian hernia (SH) is an uncommon surgical entity in children and rare in adults. Due to various reasons, spigelian hernia can develop through defects in transversus abdominis aponeurosis. Usually spigelian hernia develops below the arcuate line of Douglus and rarely occurs at higher level. It poses a diagnostic dilemma for surgeon as there are no specific symptoms and signs. It comprises about 0.12% of all abdominal wall hernias. The spigelian hernia has been repaired by both conventional and laparoscopic approach. We present a case of spigelian hernia in left half of lower abdomen in a 15-year-old child.
Introduction
The word spigelian hernia was derived from the name of Adrian van der Spieghel (1578-1625), who was a practicing surgeon-anatomist-botanist in Padua of Italy. However, in 1764 Klinkosch1 described a spontaneous lateral ventral hernia specifically located in the semilunar line. In 1935, Scopinaro was the first to report a lateral ventral hernia in a pediatric patient. Most of spigelian hernias occur in the lower abdomen where the posterior sheath is deficient. It is also called "spontaneous lateral ventral hernia" or "hernia of semilunar line". The diagnosis of spigelian hernia (SH) is difficult and poses diagnostic challenge to clinician. There is no noticeable mass on inspection or palpation when hernia is interparietal. About 1000 cases of SH have been reported up to 2013. Only 37 cases of SH have been reported in the pediatric age group in a review of the literature from 1935 to 2000 [1] . Although adult spigelian hernias are considered to be acquired because of trauma or increased intra-abdominal pressure, the pediatric cases are suspected to be congenital. Although many case reports have de-scribed the presence of a variety of abdominal organs in Spigelian hernias, there are no reports of an incarcerated appendix [2] . We report a case of SH in a 15-year-old boy presented with recurrent abdominal pain for the last 6 months.
Case Report
A 15 yrs male child presented with recurrent abdominal pain with swelling in left lower abdominal area for the last 6 months. Cough impulse was positive and it was a reducible swelling (Figure 1) . A clinical diagnosis of spigelian hernia was suspected. Blood investigations, Ultrasonography of whole abdomen, X-ray Chest were done. All reports were within normal limits. Operation was done under epidural anesthesia. A transverse incison over the swelling was made. The sac was exposed which was containing omentum. Omentum was replaced back in abdomen (Figure 2) . A space was made out by dissection in extra peritoneal space, deep into the muscle fibers. A proline mesh (6"X4") was placed in extra peritoneal space (Figure 3) . Muscle fibers were approximated over it with 2-0 proline. The rest of the operated area closed in layers. Post-operative period was uneventful. 
Discussion
The eponym spigelian hernia was derived from the name of Adrian van der Spieghel (1578-1625), who was a practicing surgeon-anatomist-botanist in Padua of Italy. Spigelian fascia is that portion of aponeurosis that extends between semilunar line and lateral border of rectus abdominis. It is widest in a 6 cm wide portion of abdominal wall above the line joining two anterior superior iliac spines, and it extendes above arcuate line of Douglas. About 85% -90% of the hernias occur within this "spigelian hernia" belt. This region is known as spigelian Belt or Zone. Spigelian fascia in its upper 2/3 rd is reinforced by prolongation of muscular fibres of transversus abdominis. It averts herniation through this area. It is called high spigelian hernia when it occurs in upper half. Spigelian hernias is a relatively uncommon entity with a incidence of 1% -2% among all hernias and only 0.1% -0.2% of abdominal wall hernias [3] .
In children, spigelian hernias can occur in all age groupranging from newborn to 17 years of age. They are more frequent in males than females (ratio, 3.7:1). Usually they are on left-side and can be bilaterally in 15% of cases [1] .
In adults, they mostly occur on the right side, between fourth to seventh decades of life. They are more frequent in women (ratio, 4:3) and are rarely bilateral [1] .
Spigelian hernia can be congenital or acquired. A small fat enters through weak area in spigelian fascia where perforating vessels enters and gradually leads to hernia formation. Obesity, multiple pregnancies, previous surgery or scarring may result in stretching of abdominal wall and may result in SH.
Eombryologically, weak areas may occur in anterior abdominal wall during development of abdominal muscles as they develop separately in the mesenchyme of the somatopleara [4] . At molecular level, there may be defective elastic fibre synthesis due to deletion of gene 7q1123 [5] . Chances of SH increases due to coexisting gene 2 defect which results in collagen synthesis disorder along with other co-existing genetic disorder syndromes, viz. Williams syndrome. Neonates sometimes may be associated with other type of hernia, cryptorchidism [6] and genetic disorder syndromes [5] .
SH may presents as reducible parietal swelling with positive cough impulse. Only 50% of cases are diagnosed preoperatively. It may present as a swelling adjacent to the iliac crest (as in our case). The patient may have a classic lump when he/she stands up. The lump is painful if the patient stretches and disappears on lying down. It is called "Masked" hernia of Macready when SH presents as a small obscure sac hidden under the layers of abdominal muscles [7] . Spigelian hernias have a real risk of strangulation due to sharp fascial margin around the defect. Richter type of hernia has also been reported to occur with spigelian hernia.
Rectus sheath haematoma, parietal abscess, parietal lipoma, metastatic deposit, cystic changes around lower end of ventriculo peritoneal shunt, appendicitis, appendiceal abscess and a tumor of abdominal wall may resemble with SH [8] [9] . Sometimes the local discomfort can be confused with peptic ulceration. Rarely the hernia can enter the rectus sheath and can be confused with spontaneous rupture of rectus muscle or with a hematoma in the rectus sheath.
Ultrasound is first line imaging diagnostic modality. US should be done in standing as well as in lying down position while the patient carries out Valsalva maneuver. Diagnostic success rate is high with this imaging tech-nique. In doubtful cases computed tomography (CT) and magnetic resonance imaging (MRI) are useful in preoperative period [10] .
Surgery is main stay of treatment. Mostly, herniorrhaphy or hernioplasty is done as open surgical procedures. Various procedures are: Conventional open surgical approach-A transverse incision is made over the protrusion and external oblique aponeurosis is cut to expose peritoneal sac. Most of the time omentum is content of sac (as in our case). Rarely, intestine, appendix, stomach or ovary can also present in sac. Most surgeons simply invert the sac alone. The hernial orifice can sutured mesh may be placed either in pre-peritoneal space or above the fascia (as in our case).
Laparoscopic Technique: Laparoscopic technique is economical as compared to open surgical technique because hospital stay is less. It is less painful and scar less surgery. Chances of wound infection is minimum with laparoscopic technique First intraabdominal laparoscopic repair of spigelian hernia was carried out by Carter and Mizes in 1992 [11] . Trans peritoneal or extraperitoneal placement of mesh can be done with laparoscopic technique. After that there have been multiple publications of successful management of spigelian hernia by laparoscopy [11] - [14] . In these reports, mesh is placed either intraperitoneally or extraperitoneally after creating a peritoneal flap by trans abdominal approach. In the only prospective randomized controlled trial comparing conventional versus laparoscopic management of spigelian hernia (11 conventional and 11 laparoscopically) there was significant advantage in terms of morbidity and hospital stay in laparoscopy group [15] .
Transperitoneal/Extraperitoneal placement of mesh Transperitoneal approach-Once the hernia sac contents are reduced, a peritoneal flap is raised as in trans abdominal pre peritoneal (TAPP) approach and the hernial sac is reduced completely. After dissecting the peritoneal flap for about 5 cm around the hernial defect, Prolene mesh is placed in the dissected extraperitoneal space and is fixed using tacks or suture.
Extraperitoneal approach-Endoscopic TEP repair is performed using 3 midline ports. Extraperitoneal space is created by open access and balloon can also be used. The spigelian hernial sac is defined around arcuate line and complete reduction is acquired. The peritoneum is dissected above the arcuate line to have a 5 cm margin around the hernial defect for mesh placement. A Prolene mesh is used to cover the hernial defect. Mesh is fixed to anterior abdominal wall with spiral tacks or sutures.
The extraperitoneal placement of mesh is better than transperitoneal technique as there isno chances of intestinal obstruction and fistulization of bowel [16] [17] . As compared to transabdominal extraperitoneal approach, the TEP approach eliminates the complications related to violation of peritoneal layer to reach the preperitoneal space. The need to close the peritoneal flap with tacks or sutures (in TAPP approach) also increases the operative time and cost.
We did open extra-peritonial mesh placement with satisfactory result. Genetic analysis was not possible in our institution [17] .
Conclusion
Small size spigelian hernia poses diagnostic dilemma for clinicians. Diagnosis is easy if they are painful due to strangulation. Operation is treatment of choice. Hernias can also be treated laparoscopically (intraperitoneal or extraperitoneal approach) also.
